In this paper, we discuss the additional knowledge that will be needed by all staff working in primary care and the challenges faced by leaders of primary care groups and trusts. We suggest where they can find relevant information. Everyone in primary care needs to be familiar with these sources if clinical governance is to succeed as a way to improve the quality of health care.
Summary points
Everyone in primary care needs to be familiar with the requirements of clinical governance if it is to succeed as a way to improve the quality of care
Producing, collecting, and analysing primary care information is difficult, but some practices have already overcome these barriers Individuals and primary care group and trust leaders can do much to promote clinical governance, but problems remain Clinical governance has highlighted the need for additional knowledge and information on determinants of population health Many problems exist with producing, collecting, and analysing the necessary information; we aim to provide examples of pragmatic approaches to overcome these barriers. (The version of this paper on the BMJ's website includes numerous URLs to show what information is available). Other, harder to measure aspects of quality care such as communication and continuity may increasingly be overlooked.1
Practices and practitioners: knowledge and information for improved clinical practice
The many dimensions of clinical governance outlined by Rosen highlight the wide range of information which primary care staff will need to use.2 Effective clinical practice requires access to and use of evidence based guidance on cost effective care. To implement national service frameworks and local health improvement priorities, staff will need to understand what these priorities are and monitor progress towards agreed standards. Pringle's paper on developing individuals for clinical governance emphasised the need for clinicians to find information which will improve their own practice and aid learning in the primary care team as a whole.3 Such work is likely to go a long way towards fulfilling the General Medical Council's requirements for revalidation. The following section outlines important sources of knowledge and information in relation to each of these key areas. In a new window
Clinical knowledge for evidence based practice
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Clinical governance in primary care: key activities for which knowledge and information are required
Computerising information to monitor care
Practices will have to provide data relating to quality indicators identified as national and local priorities.
Standards set in the national service frameworks provide examples of national priorities for quality improvement which must be monitored locally.
Collecting information on clinical quality is best done from computers in the practice-for example, computerised recall systems help ensure that patients with diseases such as diabetes and hypertension are seen at least annually and that they are receiving optimal treatment. However, information on individual diagnoses must be entered on the practice's computer. In some parts of the country virtually all general practitioners are doing this already as part of their routine daily work, but for other doctors it will be a big change.
In the long run, it will be easier for clinicians to learn how to record key diagnoses by using computerised Read codes rather than relying on laborious searches of notes. Some practices have not yet been computerised, and individual doctors vary in their ability to enter patients' data on their practice's system. Many health authorities and computer system suppliers run courses on data entry, and some primary care groups are already encouraging clinicians to enter key data relevant to the national service framework for coronary heart disease.
The MIQUEST project is one of the national facilitating projects within the NHS information management and technology strategy.8 It aims to help practices standardise their data entry and provides software to help with data extraction, including data required for national performance indicators.
Knowledge about clinical governance and quality improvement priorities
Many primary care practitioners remain unsure about the meaning of clinical governance and about the changes needed within a practice to implement it. There are many sources of practical advice on clinical governance in primary care and on practice development.9 Funding is available to support development of the practice team, such as the non-medical education and training levy, but this is not always applied effectively.10
People may also be unclear about national and local priorities for improving the quality of health services. Documents highlighting some of the national priorities relevant to primary care are shown in table B on the BMJ's website. These priorities have been selected for various reasons, including low take-up of effective interventions11 and areas where there is strong evidence of inequalities in the provision of health care.12 All primary care groups and trusts will identify their own local priorities -often these will be based on health improvement programmes (HimPs) developed by health authorities.
Primary care groups and trusts: information for improving population health
Practising clinicians need new clinical knowledge and skills to improve and monitor the quality of care they provide-and those leading the implementation of clinical governance at the level of primary care groups or trusts face additional challenges. Clinical governance leaders will have to coordinate the collation of information for practical purposes such as assessing inequalities, needs assessment, and national performance indicators. They will need to be able to learn from others in primary care and to be able to get research into practice by changing clinical behaviour.
Addressing inequalities in access to care and variation between practices
Practices operate under very different circumstances, and many outcomes may relate to social and demographic characteristics of the population rather than the primary care they receive.13 Primary care groups and trusts will have to decide how much can be achieved by supporting practices to improve performance, and how much effort needs to be directed in other ways, such as efforts to reduce smoking in deprived populations.
Routinely available information on health and health service activity at a primary care level is lacking, however. Deprivation scores are available for each practice in a primary care group or trust. These can be used to examine differences between practices in observed and expected rates for both the detection of diseases and uptake of effective interventions.14 Such studies could be a useful mechanism for primary care groups and trusts to investigate inequalities in access to effective health care and variation between practices. They could be used, as part of clinical governance, to target help towards practices in more deprived areas with low uptake of interventions or higher than expected rates of identified disease. However, primary care groups and trusts will need an agreed strategy on how to shift resources between practices. Without appropriate funding and investment in the quality of data, education, and organisational development, studies to examine such variations and to derive performance indicators could initially increase variation between practices.14
Further developing the ability to assess local needs
Many publications are relevant to needs assessment in primary care.15-17 Local annual public health reports give some idea of how health authorities assess the needs of their local populations, and many are available on websites. Members of the primary care team could have a key role in highlighting problems that need to be addressed in local health improvement plans. Public involvement in such work is also seen as important.18 Two questionnaires that can be used to assess patients' views of general practice are the patient enablement instrument and the general practice assessment survey.1 (Credit: LIANE PAYNE)
Producing comparative national indicators for the primary care group or trust
Computer skills vary considerably among clinicians within practices. Uneven distribution of hardware and incompatibility of different systems remain a problem, as does variable interest in inputting and using information at the practice level. Even so, some data can be collected across all practices in a primary care group or trust to derive national performance indicators.14 If all the practices in a primary care group or trust standardise their data entry and have compatible systems the MIQUEST project can help with data extraction.8
Some primary care groups and trusts have persuaded all their practices to adopt the same computer system. This has considerable advantages in terms of local computer training, maintenance, and upgrading and makes it easier to extract data for deriving national indicators. The complexity of aggregating data in primary care groups or trusts that have various computer systems may require someone to be appointed to supervise the process. The data would need to be standardised for differences in age and sex between practices, and indicators would be presented back to practices in an easily understandable format.14 Such work raises questions about data confidentiality and data storage. The Caldicott committee recently proposed the establishment of a network of organisational guardians to oversee access to such information.19 Each primary care group or trust should have a guardian and each practice should have a lead person for confidentiality and security issues.20
Support for developing clinical governance
Clinical governance leads in primary care groups and trusts face numerous challenges. They will need to encourage practice teams to adopt systems to reduce risk, including significant event monitoring21;
to respond to complaints and suggestions from patients; and to comply with health and safety Problems that need to be solved There is a need to focus on a few indicators that are relevant to primary care and that are amenable to change and to avoid a proliferation of less appropriate ones;
Research should be commissioned to measure aspects of primary care, such as communication skills and continuity of care, that are overlooked in performance frameworks because they are currently difficult to measure.
Conclusion
The additional knowledge required by everyone who works in primary care to take on the new role of clinical governance is daunting. However, many sources of information are available. Clinical governance offers the opportunity to all healthcare workers in primary care to take charge of the agenda to improve the health and health care of their local population while at the same time providing the accountability that is now expected.
